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GUEST EDITORIAL 
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By WALLACE MARSHALL, M.D. 


!wo Rivers, Wisconsin 











Your editor has asked for com- 
ments on this topic, and at his re- 
quest, I shall contribute a few perti- 
nent personal ideas. 


I do not differ with Dr. Robert B. 
Marin, who wrote a succinct article 
on this matter in the September, 1951 
issue of this publication. There are 
many arguments in favor of ‘‘uni- 
versal’’ licensure, and I do not wish 
to compromise the affirmative stand 
on this matter. However, there are 
two sides to every argument, and 
therefore, it might be wise to heed 
what can be said for each side. 


























non scennnnnrnnenennes eeo Be ee 


My readers may recall that the 
National Board of Medical Examin- 
ers was created to license qualifying 
physicians so that these men could 
circumvent the necessity of having 
to write more than one state exam- 
ination. This Board has_ about 
reached the halfway mark in the 
goal to obtain the confirmation of 
each State Board. If this body can 
complete its plan, then this organiza- 
tion may be able to offer every li- 
centiate a chance to practice in the 
State of his own choosing. 
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Some states, particularly Massa- 
chusetts and Florida, do not have 
reciprocity with other states. Certain 
states, like Florida and California, 
are becoming overrun with doctors 
who desire to live in a more accept- 
able and milder climate. I would be 
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On The Matter of Generalized Licensure 


the last person to condemn them for 
such a procedure, since the cold mid- 
western states do not offer a climate 
which is conducive to night calls es- 
pecially during a blizzard. 


There are many more factors 
which have forced certain states to 
erect particular legal barriers in or- 
der to protect their physicians from 
a generalized influx of congealed col- 
leagues. Be that as it may, there are 
other states who find themselves 
woefully short of physicians for their 
rural areas. Reams have been writ- 
ten on the subject, and I shall not 
bore my readers with such a recap. 


Perhaps some sort of an arrange- 
ment might be made in the case of 
those general practitioners who 
might wish to relocate in the smaller 
towns and hamlets in other states 
which are devoid of doctors. In such 
cases, it might be wise for those 
states, who have such shortages, to 
waive the necessary routines of li- 
censure, with the specific stipulation 
that the migrating physician must 
practice in certain of these locations, 
and that he must remain at the site 
of such a mutual agreement. 


Such a plan would not be of in- 
terest to our colleagues in the spe- 
cialties, for these men naturally pre- 
fer larger medical centers. 


The above suggestion might serve 
as the necessary impetus so that 
more doctors might seek locations in 
the rural areas which are in dire 
need of physicians in many of our 
states. 


*Member, Committee on Education, Wisconsin Academy of General Practice, Professional 
Lecturer, Scientific Research, St. Norbert College, and member, Board of Directors, Am. 
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Lieutenant Frederick Henry of Clin- 
tton, Oklahoma—Medal of Honor for sacrificing himself to save his 
platoon in combat near Am-Dong, Korea, September 1, 1950. When the 
platoon could no longer hold its position, Lieutenant Henry ordered 
the men to pull back. But someone had to stay behind to provide cover- 
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Defense* Bonds, now! For your bonds give your country greater 
strength. And a strong America is your best hope for peace and free- 
dom— just as it was his. 

Defense is your job, too. For the sake of every man in service, and 
for yours, start buying more United States Defense Bonds now. 
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So join the Payroll Savings Plan own, buy U. S. Defense Bonds! 
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EDITORIAL 


Tobacco and Health 


Ry FREDERIC R. STEARNS, M.D. 
Editor 







In a recent instructive publication, 
(Tobacco and the Cardiovascular 
System’”’, Charles C. Thomas, Pub- 
lisher, Springfield, Ill., 1951) Dr. 
Grace M. Roth of the Mayo Clinic 
has scrutinized the effects of smok- 
ing on healthy as well as on ill per- 
sons. She limited her investigations 
to the effect of smoking of tobacco 
on the cardiovascular system. She 
came to the conclusion that the 
smoking of tobacco is ‘‘most likely 
a contributary factor and not a pri- 
marily etiologic one in the produc- 
tion of cardiovascular disease. In 
normal individuals the usual vascu- 
lar effects produced by the smoking 
of tobacco are a rise in blood pres- 
sure and pulse rate with simultane- 
our constriction of the peripheral 
vessels of the extremeties . . . Ade- 
quate evidence is available to show 
that the vascular effects are pro- 
duced by the nicotine in the smoke. 
More pronounced effects are present 
when the smoke is inhaled and the 
tobacco is moist . . 


Stimulated by Dr. Roth’s presen- 
tation we have scrutinized the litera- 
ture in order to find other effects 
of tobacco smoking on the organism. 
In this connection, however, the 
problem of smoking as a causative 
factor in the development of pulmo- 
nary cancer has not been considered 
as this topic has been treated very 
frequently in the literature in past 
years. 

As to the local effect of smoking, 
M. C. Myerson (Smoker’s Larynx, 
Ann. Otol, Rhinol. and Laryngol, 
Jan., 1950) has stressed that the ear- 
lest change is localized edema of 
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cer, J.A.M.A. 8:528, Feb. 21, 1948). 









the vocal chord. Later this edema- 
tous area gives way to a well estab- 
lished neoplasm which histologically 


is a edematous fibroma. It is 
a direct result of irritation from 
smoking. 

According to D. M. Pipes (Ann. 
Allergy, 3:227, 1945), allergy to to- 
bacco smoke may be a distinct clini- 
cal entity. Active skin tests with to- 
bacco smoke extract as well as pas- 
sive transfer have been obtained. 
The allergic response in the respira- 
tory tract consists of vasomotor 
rhinitis, asthma and cough. F. L. 
Rosen and A. Levy (J. A.M.A., 8:620, 
Oct. 21, 1951) also have shown that 
bronchial asthma in children may 
be caused by allergy to tobacco 
smoke. 

It has been pointed out frequently 
in the literature that gastric hyper- 
acidity follows tobacco smoking, 
both as the effect of nicotine on the 
nerve centers and as local reactions. 
Rise in blood sugar following smok- 
ing has been repeatedly observed 
and has been ascribed to the stimu- 
lation of epinephine secretion by nic- 
otine (P. Schrumpf—Pierron, Tobac- 
co and Physical Efficiency: Digest 
of Clinical Data, N. Y., Paul B. 
Hoeber, 1927—Haggard and Green- 
berg, Effects of Cigaret Smoking 
upon Blood Sugar, Science, 89:165, 
Feb. 16, 1934). In this connection it 
is worth while mentioning a paper 
which stresses that tobacco smoking 
is instrumental in the production of 
peptic ulcer and especially in the 
prevention of its healing; this is at- 
tributed to the action of tobacco on 
the end vessels of the stomach and 
duodenum in producing vasconstric- 
tion (R. S. Boles. Modern Medical 
and Surgical Treatment of Peptic Ul- 


EDITORIAL 


A very interesting feature of se- 
quelae of tobacco smoking is a so- 
called tobacco amblyopia which, by 
many investigators is still reported 
as a clinical intity. It consists of a 
gradual, occasionally sudden, loss of 
visual acuity, particularly in the cen- 
tral field of vision. It may progress 
to blindness but usually improves as 
soon as tobacco smoking is discon- 
tinued. (F. D. Carroll, Analysis of 
55 cases of Tobacco and Alcohol Am- 
bloyopia. Arch. of Ophth. 14:421, 
September, 1935). Hambresine and 
Schepens of Belgium (Foreign Let- 
ters, J. A. M. A., 12:842, March 20, 
1948) pointed out that amblyopia due 
to tobacco was frequent in Belgium 
during the war; the only absolute 
diagnostic element is a peripheral 
scotoma. This scotoma characteris- 
tically presents one or two or even 
more extremely dense zones. 


Finally a paper of more general 
range should be mentioned (P. Bern- 
hard, Med. Wchnschr. 3:1 Jan., 


1949). The author contends that nic- 
otine acts both on the sympathetic 
nervous system and on the capillary 
system. Comparative observations 
for twenty years on 458 women who 
were habitual smokers and on 5000 
women who did not smoke were re- 
ported. Disorders of the thyroid 
gland were nearly seven times 
as frequent among smokers as 
among non-smokers. Menstrual dis- 
turbances were seen in 36% of the 
smokers and only in 13% of the non- 
smokers. Symptoms of premature 
aging were observed in more than 
two-thirds of the smokers compared 
with less than 4% in the non-smok- 
ers. Premature menopause occurred 
in more than one-fifth of the smokers 
as compared with less than 2% in 
non-smokers. 


These examples show that the gen- 
eral practitioner may expect to see 
no less disturbances from habitual 
tobacco smoking than from habitual 
drinking. 
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Rectal Bleeding 


By THAD. A. KROLICKI, M.D.* 


Providence, Rhode Island 


In the past, the discovery of some 
biood following a bowel movement 
usually suggested the presence of 
hemorrhoids and merited little con- 
cern. Now, however, with the in- 
creasing radio and newspaper pub- 
licity and widespread emphasis on 
the possibility of malignancy being 
present with any sign of blood from 
an orifice, the hideous spectre of 
cancer is evoked in the layman’s 
mind. This is sufficiently alarming 
to impel the host to seek medical 
consultation. Yet it is a fact that 
nearly every proctologic ailment is 
accompained by bleeding either 
routinely or on occasion. It has been 
my experience that increasing num- 
bers of patients are aware of the 
significance of rectal bleeding and 
its possible association with malig- 
mant disease. Like the unheralded 
emoptysis of incipient tuberculosis, 
rectal bleeding is a beneficent de- 

mvelopment only when its numerous 
possible sources are explored and 
appropriate diagnostic procedures 
nvoked. 

It has been repeatedly stated by 

any distinguished clinicians that 
he particular duty of the consultant 
s to insert a finger into the patient’s 
ectum. Without attempting to offer 
any explanation for this phenomenon 

| bf clinical apathy, the fact remains 
Wehat despite the exhortations of in- 


ra- (humerable articles, it is still the 


areless custom of many physicians 


to ascribe rectal bleeding to hemor- 
rhoids. Other more _ conscientious 
practitioners, alive to the constant 
danger of overlooking a malignant 
neoplasm, would be hard pressed 
nevertheless to entertain serious con- 
sideration of disorders other than 
hemorrhoids and carcinoma, as pos- 
sibly responsible for rectal bleeding. 


Among others, there is a general 
impression that dark blood with clots 
indicates a lesion in the colon and 
bright blood in the rectum. This may 
be true in the majority of the cases 
but exceptions to this rule are so 
numerous that the “rule’’ has no 
value.! In fact, this idea has done 
a great deal of harm, since many 
physicians have been led to make a 
diagnosis as to the location of the 
lesion on the type of blood. The im- 
portant fact is that blood of any 
kind has been passed. 


It seems justifiable, therefore, to 
review the most common causes of 
rectal and colon bleeding, the meth- 
ods of examination used to deter- 
mine the cause of such bleeding and 
outline measures which will relieve 
this difficulty. These principles 
should be appreciated by all physi- 
cians doing general diagnostic work. 


Any adult patient with a history 
of bleeding from the rectum should 
be considered to have a malignancy 
of the gastrointestinal tract until 
proved otherwise. It is true that 
many such patients do not have can- 
cer? or hemorrhoids but examina- 
tions must be carried out on this 
group of patients which are adequate 
not only to assure the patient that 


*Diplomate American Board of Proctology, Fellow American College of Surgeons, Fellow 
International College of Surgeons, Fellow American Proctologic Society, Fellow New England 
Proctologic Society, Fellow Phiiadelphia Proctologic Society, Fellow National Gastroenter- 
ologiec Society, Assistant Surgeon—Proctology—Memorial Hospital, Pawtucket, Rhode Island; 
Proctologist—R. I. Hospital for Mental Diseases, Howard, Rhode Island; Consulting Proctol- 
ogist—Roger Williams General Hospital, Providence, Rhode Island, St. Joseph’s Hospital Provi- 
dence, Rhode Island, Notre Dame Hospital, Central Falls, Rhode Island. 
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he does not have malignant disease 
but also to determine the source of 
the rectal or colon bleeding. 


In recent and very complete 
articles on this subject, the recom- 
mendations are “that a complete 
proctologic study including proc- 
tosigmoidoscopic examination, ex- 
amination of the stools, and an x-ray 
of the colon’’ should be done for all 
patients with rectal bleeding. Every 
practitioner knows this. Often, he is 
not certain as to the one in whom 
it is necessary. Some seventy con- 
ditions which produce blood in the 
stool are listed, leaving the reader’s 
mind filled with a bewildering con- 
fusion of causes but with few con- 
crete suggestions as to how to 
proceed. If these recommendations 
are carried out, many patients will 
be subjected to arduous and unneces- 
sary investigation and expense. On 
the other hand, if they are not fol- 
lowed, some serious conditions may 
remain undiscovered. With the above 
in mind, I have attempted to arrange 
a graphic representation of the 
methods I have more or less auto- 
matically followed. Before proceed- 
ing further, I might say that this 
discussion does not apply to those 
persons with massive rectal hemor- 
rhage and in whom the primary con- 
cern is the treatment of shock and 
blood loss. 


Plan For The Detection Of The 
Source Of Rectal Bleeding. 


. History. 


. Inspection of perianal region 
and anal orifice. 


. Digital examination—cause pal- 
pable to the examining finger. 


. Anoscopic examination. 
a. Cause detected and easily 
remedied. 
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b. Cause detected requiring 
lengthy or extensive treat- 
ment. 

c. Cause not detected. 


5. Sigmoidoscopic examination: 

a. Cause detected and easily 
remedied. 

b. Cause detected requiring 
lengthy or extensive treat- 
ment. 

c. Cause not detected. 


6. Radiographic study of colon. 


7. Other investigations of upper 
gastrointestinal tract. 


Duration, Amount and Type Of 
Bleeding. 


In all cases involving rectal bleed- 
ing,? a careful and detailed history 
is of value and is occasionally di- 
agnostic of itself. Special emphasis 
should be placed on the duration, 
the amount and the type of bleeding 
and whether it is accompanied by 
other symptoms. 


As to duration—bleeding off and 
on for a number of months or years 
in a young person hardly indicates 
malignancy although the latter diag 
nosis must always be ruled out by 
further examination unless the cause 
is readily detected and promptly ob 
literated by treatment. On the othe 
hand, bleeding of a few weeks 0 
months duration and of a persistenij . 
nature in a person of middle age o 
beyond, requires prompt sigmoidos® 
copic and radiographic examina 
tions, with malignancy or ulcerative 
colitis as definite possibilities. 


spot of blood on the toilet tissue fo 
lowing an evacuation without othe 
gastrointestinal symptoms probabl 
arises from the anal margin. Pai 
less bleeding sometimes in alarminf 
quantities first noted in the water 
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the bowl, as the patient remains sit- 
ting following a bowel movement is 
quite suggestive of a ruptured pro- 
lapsing internal hemorrhoid. Blood 
mixed with or on the stool most 
probably arises from some patholog- 
ic condition in the colon. A streak of 
red blood on the side of the stool is 
very suggestive of a polyp. A large 
bulky, tarry stool intimates an upper 
gastrointestinal lesion* such as a 
bleeding peptic ulcer. The blood and 
pus associated with diarrhea is al- 
most certainly associated with one 
of the inflammatory conditions of the 
gastrointestinal tract. Furthermore, 
if, in addition to the information ob- 
tained as above outlined concerning 
the duration, type and amount of 


i-§ bleeding, one or more other proc- 


tologic symptoms are evolved in the 
history, to accompany the bleeding, 
some very close diagnoses can be 
made even prior to the examination. 
For example, bleeding of a few days 
duration consisting of a stain on the 
wiping tissue, accompanied by ex- 
quisite pain at time of and following 
a bowel movement portrays a pic- 
ture almost pathognomonic of a fis- 
‘sure in ano as the posterior com- 
‘Bmissure. (Anterior fissures often 
have bleeding as their only symp- 
om). Again, dark, clotted blood 
mixed with or on the stool plus a 
change in bowel habit points very 
strongly toward malignancy at or 
above the rectosigmoid junction. On 
he other hand, diarrhea of long dur- 
tion associated with subsequent ap- 
pearance of blood suggests an 
lcerative colitis. Bleeding with ten- 
Psmus calls for careful examination 
of the lower rectum with malig- 
lancy, proctitis and lymphomata, as 
ossibilities. However, in taking 
nto consideration other proctologic 
ymptoms a diagnosis of semi- 
‘rangulation of a polypoid tumor, 
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foreign body and abscess can read- 
ily be entertained. It is well to re- 
member that reflex symptoms can 
occur in other organs from pathol- 
ogy located in the anus or rectum 
while, conversely, symptoms in the 
latter regions often accompany 
trouble in some neighbouring organ. 
A diagnosis of coccygodynia should 
never be made until careful search 
for the presence of rectosigmoidal 
malignancy has been carried out. 
Constipation® often has been found 
to disappear on eradication of a 
chronic fissure or a subacutely in- 
fected anal duct at the posterior 
commissure. An enlarged and dis- 
tended prostate, an endometriosis‘ 
in the recto-vaginal septum, a tu- 
mor of the adnexa or a uterus so 
retroverted that its fundus lies on 
the anal musculature are often only 
discovered because they give rise to 
symptoms in the anus and rectum. 
The blood dyscrasias, hypertension, 
certain nutritional deficiency and 
systemic diseases are accompanied 
by bleeding from the various mu- 
cous membranes, although the exact 
location of the bleeding cannot al- 
ways be ascertained. Considerable 
interest has been stimulated lately 
by the contention that psychosomat- 
ic8 influences can and do produce 
bleeding in the gastrointestinal tract. 
All these cases must be carried 
through the plan of detection as out- 
lined earlier in this presentation. 


Inspection 


This should be done with the pa- 
tient in one of the Sims positions 
(preferably the right). In this posi- 
tion the visual and palpable land- 
marks are in their normal location 
and are not exaggerated in shape 
nor size. The right hand is left free 
to handle instruments. The patient is 
in a comfortable, relaxed and non- 
embarrassing position. A good light, 
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cotton swabs, applicators, probes, a 
waste receptacle for the convenient 
disposal of used material, and a stool 
for the examiner to sit on at a con- 
venient level to the patient, are part 
of every physicians office equipment 
and needed for a competent rectal 
examination. 


There are a number of conditions 
causing bleeding which may be seen 
on inspection. An excoriated pruritic 
skin, anal condylomata, minor in- 
juries, or a true anal fissure or ulcer 
may be the source of blood seen on 
the toilet paper. A ruptured abscess 
or the external opening of a fistula, 
prolapse, prolapsing hemorrhoids, a 
prolapsing polyp, or an epithelioma 
of the anus may be easily seen. Not 
infrequently following operative pro- 
cedures such as the early Whitehead 
type of hemorrhoidectomy or the 
amputative types of operations for 
hemorrhoids, exposed areas of anal 
mucosa are seen which bleed with 
trauma. The bleeding in these con- 
ditions is usually bright red and 
spotty. These patients complain of 
blood on the toilet tissue and soiling 
their clothes. Treatment is usually 
surgical and consists of a plastic 
procedure for correction of the 
defect. 


Traumatic stricture at the muco- 
cutaneous junction, such as is com- 
monly seen following hemorrhoi- 
cectomy, may be the cause of rectal 
bleeding. Stricture and ulcerations 
associated with tuberculosis, lumph- 
ogranuloma,® and the venereal in- 
fections may be apparent on in- 
spection. 


Digital Examination 


The fact that a malignant lesion 
may accompany any one of these 
conditions, however make it imper- 
ative that the cause of rectal bleed- 
ing never be established by a cur- 
sory inspection of the perianal area 


and anal orifice. Regardless of the 
patient’s story or the findings on in- 
spection, all should have a digital 
examination. That this point needs 
to be impressed is remarkable, but 
experience proves that it does. The 
patient should be in the Sims po- 
sition with the examiner first seated 
on the stool, and then standing. The 
fiexor surface of the finger should 
be directed forward, and in a cir- 
cular manner, and then with the 
examiner standing, it should be di- 
rected toward the sacrum, at which 
time the finger can be made to pass 
into the rectosigmoid junction in 
most patients. It is quite impossible 
to do this with the finger directed 
forward as in an examination of the 
prostate. 


It has been estimated that 60% 
cf the malignant disease of the colon 
and rectum can be palpated by the 
examining finger. This fact alone 
makes it imperative that every pa- 
tient with rectal bleeding have a 
careful digital examination of this 
region. Considerable additional in- 
formation other than the presence 
or absence of a firm, fixed tumor 
can be obtained by this procedure. 
The presence or absence of stricture, 
muscle spasm, operative defects, the 
induration found at the base of a 
chronic anal ulcer or fissure, the 
tenderness if infected crypts and the 
presence of hypertrophied papillae 
the soft, pulpy, painless enlargement 
of internal hemorrhoids, the pre 
ence or absence of an anal poly; 
or tumor and the firm areas of in 
duration without ulceration of pre 
vious hemorrhoidal injections maj 
be of significance in the establis 
ment of a final diagnosis. Uncomp 
licated internal hemorrhoids canno 
be felt. Following the digital exa 
ination, an anoscopic examination i 
to be done for all patients with blooé 
in the stools. 
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Anoscopic Examination 


Inspection of the anal canal 
through the anoscope will reveal the 
source of the largest number of cases 
ci rectal bleeding. Hemorrhoids are 
the most common cause and their 
presence is obvious on inspection of 
this area. Even though bleeding is 
inconsequential so far as any dis- 
comfort or disability to the patient 
is concerned, indicated type of treat- 
ment, surgical excision or injection 
should be advised. By far the ma- 
jority of patients with rectal bleeding 
can be relieved of their difficulty by 
simple, painless means. It is not the 
purpose of this paper to discuss the 
treatment of internal hemorrhoids. 
The authors presentation!® of this 
subject can be referred to in the 
Rhode Island State Journal a few 
years ago. 


There are many other causes of 
rectal bleeding which may be visual- 
ized through the anoscope. The in- 
ternal opening of an anal fistula may 
be noted. Bleeding from this source 


in-§ usually is associated with a purulent 


discharge and the history of an 
abscess. Infected crypts and _ irri- 
‘tated papillae may cause an occa- 
sional bright red spotting. Bleeding 
"associated with various types of in- 
aSflammatory conditions!! may vary 
‘mconsiderably in character. Usually 
“Spus and mucous and varying degrees 

of diarrhea are associated. A not un- 
common cause of rectal bleeding 
may result from localized areas of 
ucerative proctitis. The bleeding in 
hese cases is usually quite profuse. 
painless and there may be no as- 
ociated abnormality of bowel func- 
.on. Hypertrophied anal papillae or 
rue anal polyps rarely if ever bleed. 


The stricture associated with 
ymphogranuloma, observed in both 
vhite and colored patients, is oc- 
‘asionally found. Extensive stricture 
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formation with multiple fistulas may 
be noted in the anal canal associated 
with chronic ulcerative  colitis!2 
Internal prolapse, foreign bodies and 


now and then, parasites may be 
noted. 


Sigmoidoscopic Examination 

Above the anal canal, the 10 
cr 12 inch sigmoidoscope must be 
utilized to determine the source of 
the rectal bleeding. To the experi- 
enced examiner, it does not matter 
much whether the sigmoidoscopic 
examination is performed in the 
knee-chest or in the inverted jack- 
knife position. However, arthritics 
and paralytics often require one of 
the Sims positions with the judicious 
use of air. 

The most common cause of rectal 
bleeding in this region is, of course, 
malignant disease. Benign mucosal 
polyps are found much more com- 
monly than malignant tumors in this 
region but unfortunately, only a 
small percentage of the benign 
mucosal polyps bleed. All tumors 
visualized through the sigmoidoscope 
must be considered as malignant 
until proved otherwise. The benign 
mucosal polyps, have significance 
because they are definite premalig- 
nant lesions. 

In the differential diagnosis of tu- 
mors of the lower rectum a definite 
diagnosis can be made in many in- 
stances by the experienced observer 
cn palpation. The firm fixed, in- 
durated tumor with the typical ulcer 
crater and rolled edges is pathog- 
nomonic of malignancy. Next to pal- 
pation and sigmoidoscopy the most 
important method of examination of 
these tumors is histologic study. 
Lymphomas of the rectum, adeno- 
mas, lipomas and other tumors are 
rare but will occasionally be found. 

It must not be overlooked in the 
study of these tumors that malig- 
nant disease may arise in any part 
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of a benign mucosal polyp. Histo- 
logic study must, therefore, be made 
of not only all sections of the polyp 
but its base and adjacent bowel wall 
whenever possible. 


The various types of inflammatory 
processes found in the lower bowel 
will not be discussed in detail in this 
presentation. The typical punched 
out bleeding ulcer of amebic dysen- 
tery is characteristic to the experi- 
enced observer. Multiple bleeding ul- 
cerations, covered with pus and mu- 
cous, of ulcerative colitis are ordin- 
arily not mistaken. A painless bright 
red bleeding may be due to a radia- 
tion proctitis.13 Usually there is an 
associated stricture with this condi- 
tion and invariably a history of radi- 
ation therapy!4 probably to a lesion 
of the cervix. 

Bleeding from above the sigmoid 
may be a massive hemorrhage 
caused by an intussusception or vol- 
vulus of the bowel or it may be from 
the upper intestinal tract such as is 
so commonly found associated with 
a peptic ulcer. It may be bright red 
but more often is of a “‘tarry’’ char- 
acter or smaller in amount and 
mixed in with the stool. The source 
of such bleeding is often difficult 
to determine. It may, of course arise 
from a malignant tumor or polyp. 
Diverticulitis!® is associated with 
bleeding in a small percentage of 
cases. It must be remembered that 
chronic ulcerative colitis may be 
segmental and although this disease 
is usually observed through the sig- 
moidoscope it may be localized in 
any portion of the colon above the 
rectosigmoid. Bleeding may be as- 
sociated with lesions of the right side 
of the colon. The presence of a pal- 
pable tumor and the association of 
an unexplained anemia should al- 
ways make one consider the possibil- 
ity of organic disease in the right 
colon. 


Radiographic Examination 

For diagnosis of lesions which lie 
above the reach of the sigmoidos- 
cope, reliance must be placed on 
radiographic study. Sigmoidoscopic 
examination should be done before, 
and not following a radiographic 
study of the colon. Not infrequently 
a patient is dismissed on the basis 
of negative radiographic findings 
above, while, having a tumor whic 
although justifiably missed or not ob 
served by the roentgenologist, ca 
be felt by the finger, or seen throug 
the sigmoidoscope. Following all the 
examinations thus far described 
when the cause of bleeding is ap 
parent and there are no suggestions 
either from the history or physica 
findings that disease above this poin' 
may exist radiographic studies aré 
not necessary. It is to be noted, how 
ever, that many of this group o 
patients do have symptoms of ar 
alteration of bowel function, an 
explained abdominal pain or abdom 
inal tumor, an anemia associate¢ 
with their rectal bleeding, and 
rule out the possibility of malignan 
disease in this group, careful radio 
graphic studies of the colon mus 
be made. Barium enema radiograpi 
or contrast studies or small bowée 
series should be done by a wel 
trained roentgenologist. 


Additional studies are indicate 
when there is any suggestion 
bleeding arising in the upper gastro 
intestinal tract. Gastric analyses 
fiuoroscopic studies of the esophi 
gus and stomach, gastroscopy, es0 
phagoscopy and other methods ¢ 
examination must occasionally 
employed. 

There is a small group of patient 
in whom it has been difficult to mak 
the diagnosis. They present rect 
bleeding usually not associated wil 
pain and many times not associate 
with other gastrointestinal or recté 
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symptoms. When complete investi- 
gations as already outlined have 
been carried out, and the source of 
bleeding has not been found, the 
problem comes up as to what one 
should do next. It has been my prac- 
tice to repeat the examination. Of- 
ten the source will be found on re- 
examination. If not, the question of 
abdominal exploration for the source 
of gastrointestinal bleeding comes 
up. This bears serious consideration, 
whether or not it is justifiable to 
explore an abdomen surgically for 
unexplained gastrointestinal bleed- 
ing after most careful and repeated 
investigations have been made and 
no definite diagnosis established. 

In summary, a plan of investiga- 
tion of patients complaining of rec- 
tal bleeding has been presented with 
due consideration for the patients’ 
safety. It was demonstrated that a 
variety of conditions, the majority 
of which are benign, may cause rec- 
tal and colon bleeding. It was em- 
phasized that this group of patients 
must be considered to have a serious 
organic lesion until proven other- 
wise. It was established that a care- 
ful history, and inspection of the anal 
orifice and perianal area, digital 
examination of the anal canal, anos- 
copic and sigmoidoscopic examina- 
tions of the anal canal, the rectum, 
and rectosigmoid regions, and radio- 
graphic studies of the colon when 
indicated, will reveal the source of 
such bleeding in almost all cases. 
It is important to assure patients 
with rectal bleeding following exam- 
inations of this type, that the cause 
f their rectal bleeding has been 
found and can be relieved. It is pos- 
sible to assure these patients that 


anuary, 1952 


they do not have cancer, however, 
impress upon them that there is no 
assurance that malignant disease 
may not develop in the future. 
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The Diagnosis of Mesenteric Vascular Occlusion 


By FREDERIC FITZHERBERT 
BOYCE, B.S., M.D.* 


New Orleans, Louisiana 


Mesenteric vascular occlusion, one 
of the most serious conditions which 
a surgeon is ever likely to encoun- 
ter, is still attended with a prohibi- 
tively high death rate.1 Part of the 
mortality can be explained by the 
extreme rapidity and potential seri- 
ousness of the pathologic process, 
but part of it must be explained by 
delay in the institution of treatment, 
which must be explained, in its turn, 
by diagnostic failure. It is still the 
exception rather than the rule for 
this disease to be recognized before 
operation or autopsy. 

It is scarcely logical to try to es- 
tablish an exact syndrome for mes- 
enteric vascular occlusion. The clini- 
cal picture depends upon too many 
variables: Whether the superior or 
the inferior mesenteric blood supply 
is involved. Whether an artery or a 
vein is occluded, or the occlusion is 
arteriovenous, as it inevitably will 
be if it persists long enough. Whether 
the occlusion is in a main vascular 
stem or in a branch. Whether it is 
thrombotic or embolic. Whether the 
etiologic factor, particularly when it 
is cardiac or cardiovascular, over- 
shadows the abdominal symptoms or 
the abdominal symptoms dominate 
the picture. Finally, whether the pa- 
tient is seen early or late. 

The diagnosis of mesenteric vas- 
cular occlusion would, however, be 
greatly simplified if Loop’s? classi- 
fication of the disease into the ful- 
minating or acute type and the 
phlegmatic or chronic type were 
constantly borne in mind: 


In the fulminating type of disease 
the main arterial stem, particularly 
the superior mesenteric artery, is 
likely to be occluded by an embolus. 
The clinical picture is prostrating 
and catastrophic. The patient, who 
is frequently a cardiac subject, is 
suddenly seized with acute abominal 
pain, which may be so agonizing that 
he shrieks in anguish. Nausea is not 
always present but vomiting is very 
frequent. Bowel function is very fre- 
quent. Bowel function is usually dis- 
turbed. Tenesmus is more common 
than diarrhea but either may occur. 
The stool is sometimes blood-stained, 
or the finger which explores the 
rectum may be withdrawn covered 
with blood. Shock is notable and is 
in proportion to the degree of vascu- 
lar involvement. The pulse rate is 
increased but there is no fever until 
peritonitis, which is a late complica- 
tion, is established. 


Physical findings, in contrast to 
the violence of the clinical symp- 
tems, are likely to be mild and to 
suggest paralytic intestinal obstruc- 
tion. They include a uniform soft 
distention, which is usually moder- 
ate, and diffuse tenderness, which is 
seldom extreme. Rigidity is not 
present until peritonitis sets in. The 
percussion note is flat and peristal- 
sis is absent on auscultation. Some 
times a palpable tumor is present, 
usually in the lower left quadrant. 
It may be a distended coil of in- 
testine or a mesentery thickened 
and infiltrated with blood. 


A leukocytosis is present at the 
first examination and increases as 
the condition progresses and gang 
rene develops and spreads. A low 
enema may return blood-stained 
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fluid. X-ray examination usually re- 
veals fluid levels suggestive of in- 
testional obstruction. 


If the possibility of fulminating 
mesenteric vascular occlusion, in- 
frequent though it be, is kept in 
mind, diagnosis should not be too 
difficult in the face of this array of 
symptoms and signs, even though all 
of them are not usually present in 
any single case. The physician would 
do well to suspect the condition in 
any patient in middle life who is 
known to have some cardiac or car- 
diovascular disability, particularly 
of the arteriosclerotic type, and who 
suddenly develops violent abdominal 
pain, particularly if there is a 
marked discrepancy between the ex- 
treme severity of the symptoms and 


the comparative mildness of the phy- 
sical findings. 


The differential diagnosis of ful- 
minating mesenteric vascular occlu- 
sion includes any disease character- 
ized by severe abdominal pain. 
Acute appendicitis is differentiated 
by the entire absence of localized 
tenderness. Perforated peptic ulcer 
is differentiated by the absence of 
rigidity as an early sign. Mechanical 
intestinal obstruction is differentiat- 
ed by the absence of early severe 
distention and of visible peristalsis. 
In acute pancreatitis the pain tends 
to persist after the administration of 
morphine and the use of enemas and 
intestinal decompression. It can also 
be ruled out by the presence of blood 
in the stools or in enema fluid, and 
it is eliminated conclusively by a 
negative blood amylase test. Coro- 
nary thrombosis, which can give rise 
to abdominal symptoms, is extreme- 
ly difficult to differentiate, es- 
pecially in a known cardiac patient 
or in an obvious cardiac subject seen 
for the first time. 
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In phlegmatic mesenteric vascular 
occlusion the symptoms may not be 
referable to the abdomen at all. If 
they are, they are likely to be vague 
and to show none of the violence 
characteristic of the symptoms of 
fulminating mesenteric vascular 
occlusion. They may be entirely 
overshadowed by the clinical picture 
of the etiologic disease. Physical 
findings are similarly vague. This 
does not give the physician much to 
go on, and he would therefore do 
well to suspect the possibility of the 
disease when a cardiac subject pre- 
sents any abdominal symptoms, no 
matter how mild. Coronary throm- 
bosis, early pneumonia, and dia- 
betes, all of which may be associ- 


ated with abdominal pain, must be 
ruled out. 


In the phlegmatic type of disease 
there is no diagnostic substitute for 
the repeated observation of the pa- 
tient at short intervals by the same 
physician, who can thus evaluate 
changes, even though minor, in the 
facies, behavior, complaints, physi- 
cal findings, pulse and blood pres- 
sure. Repeated blood pressure deter- 
minations are always important, es- 
pecially in hypertensive subjects, 
whose initial readings are likely to 
be high, even when shock is impend- 
ing. X-ray examinations, enemas, 
and blood counts should be repeated 
frequently. Rendich and Harrington? 
have suggested that a useful diag- 
nostic sign may be the free passage 
of barium through a section of in- 
testine so distended as to present the 
picture of mechanical intestinal ob- 
struction. 


It is naturally desirable to make 
a precise diagnosis of mesenteric 
vascular occlusion, but it is not 
really essential. What is essential for 
the patient’s safety is to establish 
the presence of an acute abdominal 





ORIGINAL ARTICLES 


emergency and to delay operation 
only long enough for the necessary 
preoperative preparation. There is 
even less reason, if the diagnosis is 
suspected, to delay operation in or- 
der to determine such details as 
whether the superior or inferior mes- 
enteric vascular system is involved 
and whether the occlusion is throm- 
botic or embolic. This is a disease 
which advances with incredible rapi- 
dity and which may be advancing 
as disastrously in the _ insidious 
phlegmatic type as in the more obvi- 
ous fulminating type. It is hard to 
think of another condition to which 
an aphorism of the late J. C. Da- 
Costa is more perfectly applicable, 
that a hair-splitting diagnosis sel- 
dom gets a patient anywhere except 
to the grave. 


Summary 


There is no classic syndrome for 
mesenteric vascular occlusion. Diag- 
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nosis would be simplified, however, 
if it were always borne in mind that 
it may present either as a fulminat- 
ing, catastrophic type or as a phleg- 
matic, insidious type. In the latter 
variety the etiologic factor may 
overshadow the abdominal picture. 
It is far more important to make a 
diagnosis of an acute abdominal sur- 
gery, for which immediate surgery 
is required, than to delay operation 
in the endeavor to make a precise 
diagnosis. 
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UNEQUAL PUPILS 


One investigator states that the incidence of asymptomatic 
pupillary inequality ranges from 5 to 10 percent of the general 
population (Turner). Another author found among 336 men 
anisocoria in 11 percent with no sign of neurological pathology. 
Among 3,000 prisoners aniscoria was found in 576 on reception at 
prison. 281 (48.8%) of the original 576 showed no longer pupillary 
inequality when examined the following day (previously due to 
fatigue). Persistent aniscoria was evidenced in 295 (9.8% of the 
total). Excluding any neurological and refractory pathology, 
there remained 139 (5%) with asymptomatic inequality of 
pupils. (Snell and Cormack). Among 500 patients with no neu- 
rological abnormalities, unequal pupils were found in 104 
(2.08%). Male and females were equally represented (Meyer). 
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The Most Common Type of Acute Renal Failure 


By J. F. A. MCMANUS* 


Charlottesville, Virginia 


Many types of acute renal failure 
are no longer threats to the patient 
and the worries to the physician. 
Streptococcal infections that precede 
acute glomerulonephritis can be 
aborted by one of the antibiotics be- 
fore the immunizing sequence in- 
volves the patients’ own tissues. The 
streptococcal complications in Scar- 
let Fever are recognized to possess 
a particular threat in this regard 
and receive special consideration. 
Improved prenatal care and surveil- 
lance has resulted in the recognition 
of the premonitory signs of Eclamp- 
sia and the prevention of its develop- 
ment. BAL has taken much of the 
threat out of mercury as a cause 
of acute renal failure, provided ade- 
quate treatment is started soon 
enough. 

Two important types of acute re- 
nal failure remain to be conquered. 
One is Acute or Malignant Hyper- 
tension. Some progress seems to be 
appearing in that regard. More fre- 
quent than any of these other types 
of acute renal failure is that of so- 
called Lower Nephron Syndrome or, 
as I prefer to call it, Renal failure 
of the ‘“‘Crush’’ type. 

This variety of renal failure came 
into prominence as the cause of 
death in the inhabitants of London 
who died after being buried beneath 
the debris and ruins of the 1940 Ger- 
man Air-Raids or Blitz. Having been 
pinned down for a number of hours 
and very frequently without any ex- 
ternal marks of injury, the indivi- 
dual was in apparent good health 
for a few days after rescue and then 


would die within a week of acute 
renal failure. The only extra-renal 
lesion found was the crushing and 
loss of myohemoglobin of the mus- 
cles. The renal lesions were called 
“‘Crush”’ kidneys on this account. It 
was soon realized that the lesions 
in the kidneys and the clinical 
courses were very much like the old 
“Transfusion Reaction’ and other 
conditions associated with the excre- 
tion of some form of hemoglobin. 
Many of these cases were reported 
from all theaters of World War II 
as a cause of death in wounded serv- 
ice men. In civilian life the condi- 
tion is frequent and becoming, it 
seems, more frequent. 


In one series it has been found 
that cases of the acute renal failure 
of the ‘‘Crush’”’ type are more fre- 
quent than any other type of acute 
renal failure. Accident cases, cor- 
responding to the battle casualties, 
make up the majority of these cases 
but other types of disease may ter- 
minate in the same type of lesion 
and course. In these non-injury acute 
renal failures of the ‘‘Crush”’ type, 
the same or similar mechanism may 
be presumed to have been active. 
Apart entirely from military possi- 
bilities and disaster training, the 
recognition of this condition may 
save lives in the practice of civilian 
medicine, one good result at least 
of the London Blitz. 


Diagnosis 


It is a truism that the most im- 
portant factor in the diagnosis of a 
condition is to be prepared for it. 
This is certainly true of the acute 
renal failure of the ‘‘Crush’’ type. 


Acute renal failure in general 
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shows the three classical signs of 
Oliguria, Proteinuria and Hemat- 
uria, regardless of the etiology. It 
has been pointed out by many stu- 
dents of kidney disease that acute 
renal failure is shown by changes in 
the urine while chronic renal failure 
is marked by changes in the blood. 
In the case of chronic renal failure 
anemia and azotemia predominate 
in the clinical picture and there is, 
very frequently, an attendant hyper- 
tension. Loss of concentrating ability 
by the kidneys in the case of chronic 
renal failure may make itself felt 
as nocturia. 


The signs and symptoms of 
chronic renal failure are usually 
missing in the case of acute renal 
failure. Very rarely, there may be 
an acute termination of a chronic 
renal failure as in a malignant ter- 
mination of a benign or chronic hy- 
pertension. In these cases the history 
will indicate the previous sub-par 
health of the individual, one or more 
of the features of chronic renal fail- 
ure usually being elicitable. 


Granted that there is an acute re- 
nal failure, the individual circum- 
stances will usually indicate the 
etiology. The streptococcal infection 
or the sore throat in the history 
will suggest acute glomerulonephri- 
tis. It should be recalled that edema 
is frequently an accompaniment of 
this type of acute renal failure and 
that infections apart from the throat, 
for example pyogenic infections of 
the skin, may precede acute glo- 
merulonephritis. Except in the very 
rare case acute glomerulonephritis 
lives longer than the renal failure 
of the type under discussion. 


Eclampsia is so well documented 
that its diagnosis is seldom in doubt. 
Convulsions are such an integral part 
of the picture that it is doubtful 


whether eclampsia should be diag- 
nosed in their absence. The onset of 
eclampsia is not usually so insidious 
in one respect nor so abrupt in an- 
other. For the first item, the in- 
sidious feature, eclampsia is usually 
preceded by a period of deteriorat- 
ing health. That is not the case in 
the acute renal failure of the 
“‘Crush”’ type. As regards the abrupt 
feature, the urinary output in ec- 
lampsia decreases before it stops. 
That is not the case in the present 
type in most instances. The onset is 
dramatic, the nurse or sometimes 
the patient himself indicates a ma- 
jor decrease in the urine output. 
There is one type of acute renal 
failure of the ‘‘Crush’’ type which 
may complicate concealed hemorr- 
hage or premature separation of the 
placenta, also a circumstance under 
which eclampsia may occur. This 
type of renal failure appears related 
to the excretion of hemoglobin, like 
many cases which will be discussed 
later. 


Acute pyelonephritis occurs most 
frequently at three ages. These are 
1) childhood, 2) during the child- 
bearing age and 3) in old age. There 
are classically fever and loin pain 
or tenderness; anemia is prominent. 
The patient is sicker than the case 
of acute renal failure of the ‘“‘Crush”’ 
type. This is hard to realize but un- 
less the patient is sick from the pre- 
ceding accident or injury, or when 
this ‘‘Crush’’ type of failure follows 
an upper respiratory infection of the 
atypical pneumonia variety, or vom- 
iting, the patient appears relatively 
well until late on in the course of 
his illness. 


Malignant hypertension seldom 
comes on abruptly. There is usually 
a period of headaches and disturb- 
ances of vision, dizzy spells and psy- 
chic disturbance. The pressure is 
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found to be greatly elevated, the 
eyegrounds show hemorrhages and 
exudates, and there is usually a de- 
yree of cardiac hypertrophy or at 
least arrythmias. 




















The toxic nephroses are recogniz- 
able upon the basis of history of ex- 
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° posure or ingestion of a poison. This 
| is most commonly mercury or one 











o! the heavy metals. The diversity 
of modern chemical methods and 
the occassional injudicious use of a 
solvent for another purpose should 
be considered in the individual case 
and investigated. 
































The foregoing paragraphs have 
suggested some of the other types 
of acute renal failure which should 








































T- Bbe differentiated from that of the 
he @ “Crush” type. Actually, in the usual 
er M@case no such differentiation will be 
lis Mneeded. The story is very typical. 
ed MA number of items stand out. These 
ke Mare: injury, shock state, transfusion 
ed Mand other methods of resuscitation, 
apparent recovery, oliguria, anuria 
ost 2nd death or recovery. 
ire A typical case will make these 
ld- @ points in the story clear. The patient 
2re Mwas in an automobile versus truck 
ain Maccident and was pinned in his auto- 
nt. @ mobile. He was released after thirty 
ase Mminutes and was found to have bi- 
sh’? Mlateral compound fractures of the 
un- Mlegs, multiple contusions and frac- 
yre- Mtured ribs. He was quickly taken to 
hen MMthe hospital. One leg was amputated. 
yws MThe fracture of the other leg was 
the M§satisfactorily reduced and the leg 
9m- as placed in a cast. The operative 
rely @procedure took several hours and 
. of Meuring this time he received several 
bottles of blood and plasma. He was 
returned to the ward in questionable 
lom Bcondition but improved quickly. 
ally @Within the next twenty-four hours 
urb- §§t was noticed that he had no urinary 
utput, despite catheters. After his 
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eration he seemed relatively well 
until the day before his death, de- 
spite the anuria. Various methods 
of “flushing out’’ the kidney were 
tried, including intravenous sodium 
sulphate and glucose in saline. He 
was receiving an intravenous infu- 
sion just before his death. He died 
the fifth day after the accident, ap- 
parently in pulmonary edema. 


This is a typical case of acute renal 
failure of the ‘“‘Crush’’ type. As will 
be indicated later, the patient ac- 
tually died of potassium poisoning 
which damaged the heart. In all 
probability the patient died with a 
circulatory overload due to over-en- 
thusiastic therapy. 


The original injury may represent 
any type of damage which produces 
shock. In place of the transfusion 
the hemoglobin may come from 
damaged muscle as in the Blitz 
cases or the miner injured in the 
cave-in. Acute diseases of muscle 
such as dermatomyositis, if acute 
enough, may flood the kidney with 
enough hemoglebin to damage it. 

The interval preceding the recog- 
nition of renal failure is the rule 
rather than the exception. I have 
seen cases in which the bladder was 
empty at the time of autopsy and, 
after the nature of the disease was 
guessed from the gross appearance 
of the kidneys, inquiry from the 
nurses and orderlies revealed that 
no urine had been produced for sev- 
eral days before death. Microscopi- 
cally the characteristic lesions of 
the “Crush” lesion were present. 
Sometimes the patient himself will 
point out to the doctor that he is 
not producing any urine. Alterna- 
tively, an orderly may notice this 
or a nurse’s note may point it out. 
The careful record of the post-op- 
erative urinary output is a serious 
duty for nursing staffs. 
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The cases presenting diagnostic 
problems are those in whom the pe- 
riod of shock was transient or ab- 
sent clinically. The significance of 
the episode of ‘‘shock’’ will be dis- 
cussed with the pathology but it may 
be mentioned here that shock as re- 
gards the kidney may differ in de- 
gree from that of the rest of the 
body. For example, instrumentation 
of the urethra and bladder may pro- 
duce a renal blanching and vase- 
constriction, which as regards the 
kidney, is equivalent to shock. Simi- 
lar circumstances are probable in 
cases of severe vomiting or electro- 
shock which may produce lesions of 
the ‘‘Crush’’ type. 


I have seen cases who have sur- 
vived well major operations, a pneu- 
monectomy, or gastrectomy, only 
to die of this type of renal failure. 
Similarily the severest wounds and 
accidents have been treated and sur- 
vived, the patient being cared for 
by groups of highly trained special- 
ists, only to be lost by renal failure 
of the ‘“‘Crush’’ type. This is a loss 
economically as well as socially. 


Finally, concerning the clinical 
picture of the acute renal failure of 
the ‘‘Crush”’ type it is worth remark- 
ing that these cases are in no way 
different from the other types of 
acute renal failure. The blood urea 
begins to rise after a day or so and 
remains the best indication of the 
condition of the patient. Blood po- 
tassium rises and seems to be re- 
sponsible for the cardiac failure 
which kills. Acidosis develops. The 
urine is scanty or absent. When 
present it is loaded with albumin 
and red blood cells. It is noteworthy 
that a preterminal diuresis can oc- 
cur. When this urine, which may 
reach 2500 cc. a day, is examined 
it is found to be a dialysate of the 
blood plasma, having a_ specific 
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gravity of 1.010 and protein in the 
value found in blood. If this duresis 
is accompanied by a fall in the blood 
urea the prognosis is good. Most fre- 
quently it is found that with the di- 
uresis the azotemia is increasing and 
the patient dies. 


Pathology 


The pathology will be mentioned 
only very briefly and with particular 
reference to the changes which are 
most important in the consideration 
of therapy. It may be stated that 
as far as can be recognized 1) the 
kidney changes are the chief and 
most constant ones, and that 2) pig- 
ment casts in the kidneys do not 
appear numerous enough to produce 
obstruction to the outflow of urine. 
This feature is important in ruling 
out attempts at ‘‘flushing out’’ the 
kidneys. The kidney is injured dif 
fusely, but the most conspicuous 
changes are in the distal convoluted 
tubules and the loops of Henle. This 
involvement of the lower part of the 
nephron is responsible for the in 
troduction by Lucke’ of the term 
‘‘Lower Nephron Nephrosis.”’ 


The diffuse character of the rena 
injury is important in the formula 
tion of an etiological scheme which 
will explain the various precurso 
of renal failure of the ‘“‘Crush’’ type 
The period of shock or vomiting o 
the over-enthusiastic use of sulfona 
mides seems in each instance 
have produced a period of ren: 
vaso-constriction as Trueta hz 
shown in the experimental anima 
The ischemia results in damage 
the renal functioning ability. \ 
kidney cannot excrete hemoglobi 
or myohemoglobin. It is particular! 
susceptible to injury by alkalosis 0 
acidosis. Shock plus hemoglobin 
myohemoglobin, acidosis or alkal 
sis may result in the renal failu 
of the ‘‘Crush’”’ type. 
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Two important findings of Mallory 
in battle casualties needs to be 
stressed. In the first instance, the 
renal failure was not observed in the 
absence of casts of hemoglobin. Sec- 
ondly, these pigment casts did not 
appear usually before the third day 
aiter injury. These points indicate 
in portant therapeutic considera- 
ticns. 

Changes in the other organs should 
be mentioned. The heart is soft and 
flabby. It is usually dilated. The 
lungs are heavy, damp and contain 
excess fluid. This is an indication of 
the heart failure which is the result 
of the chemical lesion, the increase 
in the blood potassium. There may 
be atrophy or fatty change in the 
central part of the liver lobules. 


Treatment 


The best treatment of any condi- 
tion is its prevention. That is es- 
sentially true in the case of renal 
failure of the “‘Crush’”’ type. Shock 
should be considered as a remote 
danger to the kidneys as well as an 
immediate danger to the life of the 
patient. The patient should be re- 
suscitated at the earliest possible 
moment. When the blood pressure 
has returned to normal it should be 


made it clear that the return of the 
circulation to the normal volume aft- 
er traumatic shock is not always 
mirrored in a return of blood flow 
0 the kidneys. The possibility of the 
se of vasodilators such as alcohol, 
ntravenously or my mouth, might 
be considered at this stage. 

A further preventative in the case 
{ this type of acute renal failure 
S the careful matching of blood for 
ransfusions. It should be remem- 
bered that the kidney has been dam- 
peed to some degree in any case 
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of shock. The administration of 
blood, if it results in hemolysis, is 
not a help to the patient. A mis- 
matched transfusion is a hazard 
since the hemoglobin appears able 
to damage the kidneys further in 
the process of its excretion. 

Similarily, care should be taken 
to be sure that all non-viable muscle 
has been cleared away at the ampu- 
tation level or around the area of 
injury. This myohemoglobin appears 
able to damage the kidney after an 
episode of shock. Another rationale 
is given for the old surgical insist- 
ence on careful debridement. The 
removal of necrotic muscle prevents 
the possibility of myohemoglobin de- 
rived from it producing renal failure 
as well as decreasing the chance of 
wound infection. 

When the oliguria of this type of 
failure has been established and 
even when it has been followed by 
anuria, recovery may still occur. 
This is not always the case but re- 
covery does occur. The attitude of 
the physician should be a guarded 
optimism. He should be careful not 
to over-treat the patient. He should 
be particularly careful that excess 
fluids are not administered. It has 
been mentioned that most of these 
cases die with pulmonary edema and 
that flushing out of the kidneys is 
not possible, or valuable if possible. 
Under these circumstances the phy- 
sician should guard the fluid intake, 
both by mouth and by intravenous, 
and should give in twenty-four hours 
no more water than has been ex- 
creted plus the calculated loss by 
respiration and by loss from the 
skin. 

The chemical changes in the body, 
which are those that kill the patient 
failing an over-loading of the circu- 
lation, consist chiefly in acidosis, 
uremia and hyperpotassemia. These 
are the result of the renal failure. 
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There is some evidence that an in- 
crease in blood potassium can itself 
injure the kidney. It is not within 
the scope of this paper to detail the 
measures which may be useful in 
the reduction of blood potassium. 
Chief among them may be mention- 
ed the measures of gastric lavage 
and peritoneal washing and the use 
of various types of artificial kidney. 


One case which I have had the 
opportunity of studying with Drs. 
Bass and Kelley was kept alive for 
twenty-six days by peritoneal lav- 
age. Study of the sections of this 
kidney are valuable for two reasons. 
Firstly, the kidneys show the seque- 
lae of the ‘“‘Crush’’ type of lesion 
to be a diffuse kidney damage, re- 
inforcing the criticism of the term 
‘Lower Nephron Nephrosis.’’ Fur- 
thermore, the kidneys show the ir- 
reversible type of renal injury which 
must have been present since the 
beginning of the period of anuria. 
This case suggests that very little 
hope for recovery was present any- 
where in the course. Perhaps fif- 
teen days should be taken as the 
point at which treatment for anuria 


should be taken to be useless be- 
cause recovery has occurred up to 
the twelfth day of anuria. 


In summary, the therapy of acute 
renal failure of the ‘‘Crush’’ type 
consists in: 


I. Prevention, early resuscitation 
from shock, assurance that the renal 
circulation has re-established, spar- 
ing of the kidneys from further in- 
jury by 1) mismatched blood trans- 
fusion, by 2) myohemoglobin from 
injured muscle, by 3) acidosis or by 
4) alkalosis. 


II. Of the established renal failure 
treatment is chiefly sympotmatic. 
Care should be taken that the circula- 
tion is not over-loaded by intravenous 
fluids, chiefly in an atempt to “‘flush 
out” the kidneys. No more fluid 
should be administered in twenty- 
four hours than the patient is putting 
out, by respiration, skin, etc. Meas 
ures of a more active kind may be 
instituted to replace the excretory 
function of the kidney, paricularly as 
it involves protein waste product 
and potassium, by gastric or periton 
eal lavage or by the artificial kidney 


SIDE-GLANCES at HISTORY OF MEDICINE 


MYXEDEMA 


The first spontaneous adult myxedema was described by Gull 
in 1873 and was then known as Gull’s disease. In 1878 Ord sug- 
gested the term ‘myxedema’ because of the mucinous and 
edematous condition of the skin. The effect of myxedema on the 
heart was first stressed by Hermann Zondek (Das Myxedoem- 
herz. Munchen. med. Wchnschr. 2:1180, Oct. 1918). 
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Treatment of Neurodermatitis With Pyromen— 
\ New Therapeutic Agent 


By JOHN A. GUERRIERI, M.D. 


Chicago. Illinois 


Neurodermatitis—also known as 
lichen simplex chronicus, pruritis 
with lichenification, flexural eczema 
and by many other terms—received 
its name because of the association 
of excessive itching and nervousness 
with the condition, not because of 
functional or organic involvement of 
the nervous system.! It may occur 
on almost any area of the body, but 
has a predilection for the neck, the 
inner and upper surfaces of the 
thighs, the popliteal space and the 
antecubital fossa. The initial, and 
most outstanding, symptom is in- 
tense pruritis. Subsequently. the skin 
in the area becomes a dusky pink, 
with minute papule-like formations. 
Following this, the area often be- 
comes a dusky red in color or shows 
distinct brownish pigmentation and, 
as the lesion progresses, the skin 
becomes thickened, leathery and fur- 
rowed by fine intersecting or criss- 
cross lines. 

Etiologically, neurodermatitis has 
been ascribed to disturbances of the 
nervous system, the gastro-intestinal 
tract, the glands of internal secre- 
tion, specific skin hypersensitivity to 
allergens (although elimination of 
these substances from the diet or en- 
vironment does not lead to cure) and 
to numerous other disorders. Many 
authors consider the emotional and 
physic structure of the patient to be 
of importance. There can be no 
doubt that emotional upsets can ag- 
gravate the lesions for the degree 
of pruritis and secondary changes 
due to scratching will be greater in 
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the emotionally unstable patient, but 
this does not mean that the factor 
initially responsible for the itching 
is psychosomatic. 


The lesions are usually dry but at 
times they may be moist and weep- 
ing. Superimposed infectious ecze- 
matoid dermatitis secondary to 
scratching, or contact dermati- 
tis from over-treatment or from ac- 
quired sensitivity to a medication 
used, are common complications. 
The disease is subject to temporary 
remissions and to acute exacerba- 
tions. Severity of the condition may 
vary at different seasons and with 
climatic conditions. 


Since neurodermatitis is one of the 
most recalcitrant of all dermatologic 
conditions, it has been treated with 
many local and systemic medica- 
tions, as well as by radiotherapy, 
phototherapy and by psychetherapy. 
None has proved entirely satisfac- 
tory. 


The present study, employing a 
new drug in the treatment of neuro- 
dermatitis, was undertaken after 
favorable reports had appeared on 
its use in the treatment of certain 
allergic and dermatologic disord- 
ers.°-5 This agent, Pyromen,* is a 
non-protein, non-antigenic, biologic- 
ally active complex prepared by 
chemically fractionating cellular 
material derived from non-patho- 
genic bacteria. It is usually admini- 
stered parenterally. Pyromen is 
known to produce a_ generalized 
stimulation of the reticulo-endothe- 
lial system and to cause heightened 
activity of the body’s endocrine sys- 
tem, particularly of adreno-corti- 
cal secretory function.®-12 
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Material and Methods 

Sixty patients, 36 females and 24 
males, ranging in age from 17 to 74 
years and suffering from varying 
manifestations of neurodermatitis, 
were used for the study. Specifica- 
tions of the cases are shown in Ta- 
ble 1. Most of ihese patients were 
past middle life and their skin cond- 
dition had been present for many 
years. Almost all of the conven- 
tional therapeutic measure had been 
used — with no more than tempor- 
ary effect — at one time or another. 


So that effects of the Pyromen 
could be evaluated, no change was 
made in the environment or diet and 
very little supplemental medication 
was used. All patients were advised 
to use only petroleum jelly or min- 
eral oil to cleanse the affected areas. 
Zinc oxide ointment, calamine lotion 
or calamine linament was pre- 
scribed a few of the patients. A very 
mild sedative, to help relieve the 
desire to scratch, was used early 
in the treatment of some of the 
cases. 


All patients in the series were 
treated by the intravenous route. 
Dosage is caclulated in gamma (mi- 
crograms); the initial dose given 
was 1, 1.5 or 2 gamms. Rarely was 
subsequent dosage increased above 
this level. Most paitients received 
weekly doses; a few were treated 
twice weekly until their lesions be 
gan to clear. After definite improve 
ment occurred, about half of the 
patients could be maintained on 
tion of therapy ranged from 2 weeks 
to 7 months. At the time of dis 
charge, all patients were advised to 
return for an injection if even slight 
itching recurred. 


The following system was used to 
rate the degree of improvement 
shown: 


Remission—Return to normal ap- 
pearance of the skin or, in some 
cases, only residual pigmentation 
or thickening of the skin. No symp- 
toms of any kind. 

Improvement — Marked  improve- 
ment in appearance of the skin. 
Minimal or no subjective symp- 
toms. 

No Improvement—Less than 50% 
clearing of lesions, or occasional 
pruritis. 


Results of Therapy 

The majority of patients in this 
series showed definite clinical im- 
provement within two weeks; only 
rarely did up to four weeks elapse 
before improvement was shown. It 
was noted that when Pyromen ther- 
apy was started relatively soon after 
the appearance (or re-appearance in 
patients who had been in tempor- 
ary remission) of symptoms, clear- 
ing of lesions occurred much more 
rapidly than in patients whose symp- 
toms were of longer duration. Table 
2 shows the relationship between du- 
ration of symptoms and rapidity of 
therapeutic benefit. 

As will be noted from Table 3, 52 
of the 60 patients (86%) obtained 
satisfactory results from the use of 
Pyromen. In this connection, it 
should be noted that of the 8 patients 
recorded as showing no improve- 
ment, 5 failed to return for more 
than two or three injections. Each 
of the other 3 patients (0.5%) who 
failed to show satisfactory improve- 
ment exhibited marked emotional in- 
stability and was, at the time of 
treatment, involved in a family dis- 
turbance. They were treated for 6 
to 8-week periods, during which time 
only slight to moderate improvement 
occurred, before therapy was discon- 
tinued. 

One of the most gratifying effects 
of this method of treatment has been 
the high percentage of patients 
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whose skin returned to normal ap- 
pearance, with no sign that the dis- 
ease had ever been present. In al- 
most all of these patients, even those 
who were not completely relieved of 
their symptoms, there has been a 
decided change for the better in 
mental outlook. 

Because of the nature of the di- 
sease, it is to be expected that there 
will be a recurrence in many of these 
patients. However, to date, the 
greater number has remained in 
complete remission for periods of 
from 3 to 8 months. Since all dis- 
charged patients are advised to re- 
port for an injection at the first 
sign of pruritis, a single injection 
given at that time has resulted in 
good response and has aborted a 
possible recurrence of the lesions. 

Higher dosages of Pyromen than 
those generally used in this series 
are reported to occasionally produce 
a febrile reaction which may be 
accompanied by headache, myalgia 
or chills. We have observed such 
a reaction in only one case. No other 
side effect of any kind has been seen 
in this series or in any of the other 
cases we have treated with Pyromen. 


Discussion 


Since Pyromen is known to act 
upon the recticulo-endothelial and 
the endocrine systems, it is of in- 
terest to note the difference in re- 
sults obtained in these cases of neu- 
rodermatitis treated with Pyromen 
and in other cases treated with 
ACTH or cortisone. i 

As has been shown,!3-18 neuro- 
dermatitis and certain other derma- 
tologic conditions respond to ACTH 
and to cortisone, but the beneficial 
effects are lost relatively soon after 
therapy is discontinued. Further, as 
stated by Lever,13 some dermato- 
logic conditions “Shave a tendency to 
rebound so forcefully that the dis- 
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ease may be worse on discontinuance 
of therapy than it had been before.”’ 
It has been our experience that pa- 
tients treated for dermatologic con- 
ditions with ACTH not only have a 
severe recurrence following discon- 
tinuation of therapy, but that such 
exacerbations are extremely resist- 
ant to all types of therapy. Almost 
all investigators point to the dangers 
inherent in ACTH or cortisone ther- 
apy—electrolyte imbalance, devel- 
opment of allergy to the substances, 
disturbed psyche, etc. 


In contrast, the therapeutic bene- 
fit given by Pyromen is more last- 
ing, discontinuation of therapy does 
not result in a ‘“‘post-treatment re- 
bound”’ and, perhaps most import- 
ant of all, Pyromen is safe to use. 
Dosages far in excess of those used 
in this series have been given over 
long periods of time without either 
short-or long-term ill effects.19-22 


In considering the manner in which 
Pyromen produces its beneficial ef- 
fects in the treatment of neuroder- 
matitis and certain skin disorders, it 
must be recalled that the dermis is 
an essential part of the reticulo-en- 
dothelial system. It is possible that, 
by stimulating the reticulo-endothe- 
lial and pituitary-adrenal systems, 
Pyromen may alter the responsive- 
ness of the mesenchymal connective 
tissue, thus increasing the resistance 
of the skin to local or systemic nox- 
ious stimuli or injuries. Such an ex- 
planation corresponds, in general, 
with Selye’s23 concept of the phase 
of increased resistance of the G-A-S 
(general adaptation syndrome). 


Summary 


1. Sixty cases of neurodermatitis 
were treated with Pyromen—a 
non-protein, biologically active 
complex prepared from bacterial 
cellular material. 

2. Results were as follows: Remis- 
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sion—20 cases; Improvement—32 
cases; No Improvement 8 
cases. 


3. The majority of these patients 
showed definite clinical improve- 
ment within 2 weeks. Lesions 
cleared most rapidly when treat- 


ment was started _ relatively 
early. 


4. Despite the recurring nature of 
the disease, most of these pa- 


tients have been in complete re- 
mission for 3 to 8-month peri- 
ods. In many, the skin is normal 
in appearance with no indication 
that the disease had been pres- 
ent. 

5. Results obtained with Pyromen 
are contrasted with those obtain- 
ed with ACTH or cortisone. A 
possible explanation of the mode 


of action of Pyromen is dis- 
cussed. 


TABLE I 


Specifications of Cases 


SEX 


No. Cases 
Females 


DURATION of DISEASE 
Under 1 year 
1-6 years 
6-10 years 
Over 10 years 


PRINCIPAL AREAS INVOLVED 


Face, Neck or Both 
Face, Neck and Arms 
Generalized 


Genitalia 


STATUS of PRESENTING CONDITION 


Chronic 


TABLE II 


Relation of Duration of Symptoms to Time Required for Therapeutic Effect 


Duration of 
Presenting Symptoms 
less than 6 months 
6 to 12 months 
1 to 6 years 
over 6 years 


(average) 
1 week 
1% weeks 
2 weeks 
3 weeks 


TABLE 


First Clinical Benefit 


Duration of Pyromen Therapy 
(average) 
1 month 
2 months 
4 months 
6 months 


III 


Results of Pyromen Therapy in the Treatment of Neurodermatitis 


Remission 
12 
8 
20 


Acute 
Chronic 
Total 


Improvement 
2 
30 
32 


No Improvement* 


*Includes 5 cases who failed to complete treatment 
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The Si 


gnificance of Clubbed Fingers 


With Particular Reference to Lung Diseases 


By J. KARL POPPE, M.D. 
Portland, Oregon 


Clubbed fingers with a broadening 
of the terminal phalanges and watch 
glass deformity of the nails may rep- 
resent one of the earliest manifesta- 
tions of intrathoracic disease which 
should be investigated by a chest 
roentgenogram. Clubbing of the fin- 
gers is generally conceded to be an 
early sign of and practically synony- 
mous with hypertrophic pulmon- 
ary osteoarthropathy by Cushing,! 
Locke,? Mendlowitz,? Landis,4 Mont- 
gomery,5 and Kessel®. Shapiro? 
claims to have noted bony changes 
preceding the clubbing of the nails. 
This osteoarthropathy is represented 
by chronic proliferative subperio- 
steal osteitis surrounding the shaft 
of the long bones, especially the 
tibia, fibula, radius and ulna and 
less frequently the humerus and fe- 
mur. 

Generalized arthralgia may ac- 
company these bone and finger 
changes representing in some cases 
the very first symptoms of lung dis- 
ease long before any symptoms de- 
velop which are directly referrable 
to the chest. Joint manifestations in 
the absence of pulmonary symptoms 
may be interpreted as arthritis and 
treated by colloidal gold, vitamins, 
salicylates, cortisone or ACTH until 
there is no longer any opportunity 
for an early diagnosis and cure of 
what may be a lung cancer. 

The first description by Hippoc- 
rates of the watch glass finger nail 
deformity associated with chronic 
empyema led to the term Hippo- 
cratic fingers. When Marie and 


Bamberger called attention to the 
associated thickening and sclerosis 
of the long bones it became known 
as the Marie-Bamberger’s disease. 
The term acropathy was applied in 
1920 to simplify the nomencalture. 
Hypertrophic pulmonary osteoarth- 
ropathy is probably the most com- 
mon name in use today. 


Watch glass finger nail deformity 
is not entirely limited to chronic 
pleuro-pulmonary diseases since 
clubbing of the fingers has also been 
frequently encountered in patients 
with congenital heart disease, sub- 
acute bacterial endocarditis, cirrh- 
osis of the liver and chronic intesti- 
nal diseases, such as advanced ul- 
cerative colitis, amebic dysentery 
and polyposis. It is also noted oc- 
casionally in _ post-thyroidectomy 
myxedema, syphilis and malignan- 
cy of the thymus. Occasionally uni- 
lateral clubbing has been described 
in association with aneurysm of the 
aorta and surrounding large vessels 
on the same side. Loucaides® was 
able to find only 18 such cases in 
1932, although a number have been 
reported since. 


A familial clubbing of the fingers 
and toes in the absence of any un- 
derlying pathology has also been re- 
ported a few times. According to 
Seaton until 1938 there were two 
instances in which the clubbing was 
present in members of three suc- 
cessive generations and six instances 
on record of its presence in two suc- 
cessive generations. 


The exact etiology of clubbed 
fingers and hypertrophic pulmonary 
osteoarthropathy is still somewhat 
conjectural and has been discussed 
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et considerable length in a number 
of other papers listed in the bibli- 
ography. The infectuous and toxic 
theories are not well substantiated 
cue to its frequent presence in the 
absence of any infectuous process 
in a number of cases of congenital 
heart disease, pulmonary arterio- 
venous aneurysms, hepatic cirrho- 
sis, some mediastinal tumors and 
some cases of solitary peripheral 
bronchiogenic carcinomas’ without 
any associated pulmonary infection. 
The presence of unilateral clubbing 
associated with aneurysm of the 
aorta and subclavian arteries also 
suggests a localized interference 
with the blood supply rather than 
a generalized toxemia. Compere, 
Adams and Compere reported no 
successful attempts in animals at 
reproduction of hypertrophic pulmo- 
nary osteoarthropathy by the injec- 
tion of toxins or attempted simula- 
lation of chronic pleuro-pulmonary 
diseases. The results of other ex- 
perimental and clinical studies at- 
tempting to establish the mechanism 
of development of hypertrophic os- 
teoarthropathy are reviewed by 
Temple and Jaspin but provide 
no final decision regarding a single 
etiological factor. 


The diagnostic significance of 
clubbed fingers to the medical prac- 
titioner is the chief purpose of this 
paper. Watch glass deformity of the 
nails immediately suggests the ne- 
cessity for further diagnostic pro- 
cedures rather than only sympto- 
matic treatment of the arthralgia. 
Every such patient should have a 
chest x-ray followed by broncho- 
scopy or bronchogram if the diag- 
nosis is still in doubt. The accom- 
panying illustrations show an ap- 
parently normal chest X-ray in a 
patient who had noted progressive 
clubbing of his finger nails during 
the past year associated with re- 
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peated hemoptyses during the past 
six months. A bronchoscopic exam- 
ination was completely negative and 
it was only when a bronchogram 
demonstrated an obstruction of the 
left lower lobe bronchi that a cancer 
was found hidden behind the heart 
at exploration. 


A great deal of the medical litera- 
ture on this subject suggests the ne- 
cessity for a chronic lung disease 
of long standing to produce the typi- 
cal finger and bone changes. Clinical 
investigations carried out and re- 
ported in detail previously by this 
author indicate that relatively 
acute and severe stages of pulmo- 
nary disease of short duration may 
produce more pronounced deformi- 
ties of the finger nails than do chron- 
ic lung disease of many years dur- 
ation. Clubbing of the nails was noted 
in 103 or 79 per cent of 129 patients 
with bronchiectasis and chronic lung 
abscesses subjected to lobectomy. 
Ten or 90 per cent of 11 chronic lung 
abscesses without associated bron- 
chiectasis showed clubbing of the 
nails even though many of these pa- 
tients had histories of less than six 
months duration. 


The direct relation between the 
severity of the disease and the in- 
cidence of clubbing became even 
more evident in an examination of 
the fingers of 276 tuberculosis pa- 
tients in whom clubbing was noted 
in 71 or 25 per cent. The typical 
watch glass deformity was much 
more frequent in the acutely ill and 
terminal patients, even those whose 
disease was of less than one year’s 
duration, than it was in the chroni- 
cally ill patients who had spent 25 
years in and out of the sanatorium 
with extensive but fibrotic tubercu- 
losis. 


Although clubbing of the nails is 
by no means universally associated 
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with lung cancer it has a sufficiently 
high incidence as an early sign to 
be of considerable diagnostic signi- 
ficance and certainly warrants an 
immediate chest X-ray. A review by 
the author of 200 patients with 
cancer of the lung indicated club- 
bing of the nails to represent the 
earliest sign of the disease in about 
2 per cent of the patients. However, 
arthralgia in the lower extremities, 
so frequently associated with hyper- 
trophic osteoarthropathy, occurred 
in a considerably higher percent- 
age. The exact incidence of arthral- 
gia as a presenting symptom is dif- 
ficult to evaluate since so many pa- 
tients are first seen in an advanced 
clinically inoperable stage of the 
cancer complaining multiple pains 
without an accurate recollection of 
which came first. 


Berg collected a series of 20 
patients in which arthralgia repre- 
sented the first symptoms of pulmo- 
nary lesions, the great majority of 
which were cancers. Temple and 
Jaspin reported 11 patients whose 
underlying disease was first mani- 
fested by painful or swollen joints 
which on roentgenogram showed 
periosteal new bone formation. This 
led to more extensive examination 
with the discovery of six proven lung 
cancers and two other suspected 
cancers. The remaining three pa- 
tients had bronchiectasis, leukemia 
and sprue respectively. The foreign 
literature, particularly the French 
and Argentinian, has promoted the 
diagnostic significance of hypertro- 
phic osteoarthropathy and clubbed 
fingers to lung cancer much more 
than the American medical litera- 
ture. About five or six reports a 
year for the past several years have 
been coming from these countries 
with indications of reversal of the 
pathlogical bony changes following 
resection of the pulmonary disease 


in some instances, thereby confirm- 
ing our own observations. 


Summary and Conclusions 

. Clubbed fingers and arthralgia are 
frequently associated with hyper- 
trophic pulmonary osteoarthropathy. 

. An underlying primary’ disease 
should be investigated following the 
observation of such signs and symp- 
toms in the extremities. 

. The pulmonary tract represents the 
most common site for the primary 
disease although other organs, such 
as the cardiovascular or digestive 
tract, may be involved. 

. Neoplastic and inflammatory diseases 
of the lungs should be suspected and 
investigated with chest roentgeno- 
grams, bronchoscopy and broncho- 
grams. 

. The etiology of hypertrophic pulmon- 
ary osteoarthropathy is still obscure, 


References 

. Cushing, E.H.: Clubbed Fingers and 
Hypertrophic Pulmonary Osteoarth- 
ropathy, International Clinics, 2: 200- 
205, June 1937. 

. Locke, E.A.: Secondary Hypertrophic 
Osteoarthropathy and Its Relation to 
Simple Clubbed Fingers, Arch. Int. 
Med., 15: 659-713, 1915. 


. Mendlowitz, M.: Clubbing and Hy- 
pertrophic Osteoarthropathy, Medi- 
cine, 21.269-307, 1942. 

. Landis. H.R.M.: Hypertrophic Pul- 
monary Osteoarthropathy—A Report 
of Two Cases, Pennsylvania Med. Jr., 
10:852, 1906. 

. Montgomery, D.W.: Deep Transverse 
Furrowing of The Finger Nails Fol- 
lowing Local Asphyxia, J. Cutan. & 
Genito-Urin. Dis., 34: 285-289, 1916. 

. Kessel, L.: Relationship of Hypertro- 
phic Osteoarthropathy to Pulmonary 
Tuberculosis, Arch. Int. Med., 19: 23% 
262, 1917. 

. Shapiro, S.: Ossifying Periostitis of 
Bamberget-Marie, Bull. Hosp. Joint 
Diseases, 2: 77, 1941. 

. Loucaides, L.: Einseitige Trommel 
schlegelfinger, Zeitschrift for Medi: 
zin, 12:724, 1932. 


Clinical Medicine 


of mR > =: = ms fF, 


' C@ Gh, ~~ Fo Om ee st me ee OO 





DIAGNOSTIC SUGGESTIONS 


Endocardial Sclerosis 


In 6 cases of sudden deaths of in- 
fants hypertrophy of the left side of 
the heart, thickening, opacity and 
milky discoloration of the endocar- 
diam, and varying degrees of dis- 
tortion of the cardiac valvevere the 
outstanding signs at autopsy. Author 
contends that as a group these cases 
may represent a distinct class of 
congenital cardiac malformation; he 
hypothesizes that cases of left-sided 
endocardial thickening may find a 
common theoretic denominator in 
terms of ‘segmental variation in tis- 
sue differentiation’. (E. H. Edmonds 
and W. B. Selye. Pediatrics, 7:651, 
May 1951). 


Poliomyelitis 

Tests for recognition of early 
cases: patient should be asked to 
sit up; if this causes undue effort 
and pain, if the knees are flexed 
upward, if patient turns to the side 
in sitting up, and places his hand on 
table or bed, there is nuchal and 
spinal rigidity. While in sitting posi- 
tion, patient is asked to flex the chin 
toward the chest to observe whether 
this can be done freely. With pa- 
tient recumbent the knees are press- 
ed down gently and patient is asked 
to sit up and bring his mouth to 
his knees. If the knees are drawn 
up sharply in order to accomplish 
this, or if the maneuver cannot be 
completed at all, there is evidence 
of nuchal-spinal rigidity. Gentle 
flexion of the occiput and neck for- 
ward will elicit nuchal rigidity 
hich may precede spinal rigidity 
in some patients. Head drop is a 
Suggestive early sign and is elicited 
by placing one’s hand under the 
houlders and lifting forward. Nor- 
mally the head comes along in the 
same plane. (Alex J. Steigman. The 
. of the Kentucky State Med. Ass. 
8:327, August 1951) 
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Allergy 


Allergy is difficult to define. Its 
general usage implies an altered re- 
action to a specific substance with 
or without demonstrable antibodies. 
The response may be immediate or 
delayed. Nearly all substances, pro- 
tein, polysaccharide, or chemicals 
can produce reactions when com- 
bined with an antibody of a sensi- 
tized cell. The results of this union 
may be demonstrated in the circu- 
lating blood by passive transfer 
(seasonal pollenosis). Some _ reac- 
tions are assumed to be the result 
of intercellular union of antigen and 
cell-fixed noncirculatory antibody. 
This can explain, in part, contact 
dermatitis and some drug eruptions. 
The immediate wheal or urticarial 
reaction is produced by a histamine- 
like substance. The delayed reac- 
tions are fixed inflammatory types 
produced by the cells after a delay 
of hours or days. The severity of 
both reactions varies with the anti- 
gen and the rapidity of assimila- 
tion. (E. M. Rusten. Minnesota 
Med., 8: 748, August 1951). 


Hypersplenism 

Final diagnosis rests on pathologi- 
cal examination of spleen. It should 
be considered, however, if the follow- 
ing sings are present: a clinically 
enlarged spleen except in throbocy- 
topenic purpura; demonstration of 
unimpaired bone marrow; depleted 
cell values including neutropenia, 
anemia, or thrombocytopenia, or its 
splenic sequestration by the epine- 
phrine test. — Treatment: transfus- 
ions during observation; then sple- 
nectomy. In children splenectomies 
may be delayed as spontaneous re- 
missions are frequent. (R. A. Young- 
man. Nebraska State Med. J.9: 297, 
September 1951) 
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Esophagitis— 
Esophageal Ulcer 


Most authors agree that repeated 
vomiting is the most important etio- 
logical factor. Esophageal ulcer may 
be found at any age, but is most 
common in the 4th and 5th decades. 
Esophagitis and esophageal ulcer 
are frequently associated with hiatus 
hernia and duodenal ulcer, especial- 
ly obstructing duodenal ulcer. Hem- 
orrhage is frequent in esophageal ul- 
cer. The incidence of perforation has 
been given with 14% (friedenwald at 
al. Am. J. Med. Sc. 177:1, 1929). 
The possiblity of esophagitis or 
esophageal ulcer should be consid- 
ered in patients with burning sub- 
sternal or epigastric pain occurring 
during or shortly after meals, es- 
pecially if upper gastro-intestinal 
series is negative or a hiatus hernia 
or obstructing duodenal ulcer is 
found. (J. H. Coffey and J. Dravin. 
Am. J. Dig. Dis. 9:285, September 
1951) 


Lymphocytic Choriomeningtis 

The main cause of infection is the 
house mouse. The incubation time 
is 5 to six days after exposure to 
the virus; the initial signs and symp- 
toms resemble an influenza attack 
of 7 to 20 days duration. After sev- 
eral days of remission meningeal 
symptoms may appear. They may 
last for 7 to 10 days, then recede 
gradually; complete recovery is the 
rule; only a few fatalities have been 
reported in the literature. In rare 
cases the menigeal symptoms are 
present from the onset and in severe 
cases somnolence, reflex changes 
and even paralytic signs may pre- 
vail. The spinal fluid is sterile bac- 
teriologically; the cell count ranges 
from a few 100 to 3,500, mostly lym- 
phocytes. (E. H. R. Smithard and 
A. D. Macrae. Brit. M. J. 1:1298, 
June 9, 1951) 


Infectious Mononucleosis 

“Although classicially the condi 
tion is regarded as a benign infec 
tious disease of unknown origin 
characterized by fever, sore throat, 
lymphadenopathy, and a character 
istic hematologic picture, the repo 
of hepatitis, myocarditis and 
volvement of the central nervous 
system which have accumulates 
over the past two decades lend sup 
port to the concept of infectious 
mononucleosis as a systemic di 
ease.”’.. . ‘Among these (neurologi 
cal) complication’s headache an¢ 
blurred vision are believed to be 
commonest. The clinical picture 
serious meningitis has been founé 
on numerous occasions. . . . In i 
stances in which the involvement ¢ 
the nervous system is severe, thé 
changes in the blood picture ten 
to be delayed. Great variations exis 
in the duration of the neurologic di 
ability, but rapid recovery is usué 
However, a number of deaths ha 
been recorded and permanent 
sidua are not unknown.”’ (Willis 
Hubler, Alan A. Bailey, Donald C 
Campbell and Don R. Mathieson 
Proc. Staff Meet., Mayo Clinic. 1 
313, August 15, 1951). 


Tuberculin— 
Negative Tuberculosis 


Inspite of a previously existent t 
berculous infection, there are condi 
tions in which the tuberculin rea 
tion may be negative; after desensil 
ization; during incubation period 
after BCG vaccination or when na 
ural infection has not lead to path 
ologic signs and symptoms; in c# 
chexia; in miliary tuberculosis; i 
a transitory way, during the perio 
of certain nontuberculous infectio 
diseases; in biologically healed 
berculosis; in old age. (W. Maschet 
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THERAPEUTIC SUGGESTIONS 


Cinchoninic Acid Derivate 

}-hydroxy-2-phenylcinchoninic acid 
was given to patients with rheuma- 
tic fever, with polyarteritis nodosa, 
with sclerederma and with lupus 
erythematosus (collagen diseases). 
Dosage: 20 mg. per kg. of body 
weight, orally, daily. Period of ad- 
ministration: one to three weeks. 
Best results were obtained in the 
scleroderma cases, the least satis- 
factory results in lupus erythemato- 
sus. The effect on rheumatic fever 
patients was gratifying in spite of 
relapses which reacted to a second 
course of treatment. The toxic re- 
actions were few and not severe. 
(J. B. Rennie; J. A. Milne and J. 
Sommerville. Brit. M. J. 4703:383, 
1951) 


Rheumatism 


The most frequent form of non- 
articular rheumatism is ‘fibrositis’, 
involving the connective tissue. 

reatment: avoidance of strenuous 
activity, mild exercise after appli- 
ation of heat; heat affords relief, 
massage also may be beneficial. 
Bursitis is a form of fibrositis; 

reatment: heat or diathermy (in 
some cases, however, it aggravates 

e pain). Rest of shoulder in acute 
stage, later graded exercises. Pro- 
aine block of superior cervical 
ganglion may combat the pain tem- 
porarily. The shoulder-hand syn- 
drome may be a sequel of myocar- 
Hial infarction or other intrathorac- 
c diseases, it may be due to cere- 
bral vascular lesions, lesions of the 

eck or arm. The pains in shoulder 
br hand may be unilateral or bilat- 
pral. Procaine block of brachial 
plexus or superior cervical ganglion 

ay relieve pain. If stiffness of 
shoulder or hand sets in, physiother- 
Rpy and occupational therapy are in- 
Hicated. (R. H. Freyberg. Bull. of 
..Y. Acad, Med., 27:4:245, 5-1951). 
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Obesity 

One gram of adipose tissue yields 
an average of 7.7 calories, one pound 
of adipose tissue yields 3500 calories 
and 1kg. yields 7700 calories. There- 
fore, a deficit of about 3500 calories 
leads to a metabolism of a pound of 
adipose tissue and a deficit of about 
7700 calories leads to a metabolism 
of 1 kg. of adipose tissue. This is 
true whether the calories deficit is 
acquired over one day, one week, 
one month, or one year. All methods 
of reducing the obese of excess fat 
are effective only insofar they aid 
ia producing and maintaining a cal- 
orie deficit . . . to lose 2 pounds of 
adipose tissue by diet while main- 
taining the same calorie expendi- 
ture—that is, without additional ex- 
ercise—the obese person needs to 
eat daily for one week 1,000 calories 
less than the calorie expenditure. 
For most obese persons this is easier 
than the equivalent amount of exer- 
cise and does not require daily 5 
extra hours of walking. (N. Jolliffe 
and E. Alpert. Postgraduate Med. 
2:109, February 1951). 


Pitocin in Childbirth 


Controlled use of intravenous ad- 
ministration of dilute pitocin (5-10 
minims in 1000 cc. rate of intra- 
venous flow, 10 to 12 drops per min. 
slowly increased to 40-50 drops per 
min.) is a valuable new obstetrical 
measure, particularly for induction 
and augmentation of labor, in pre- 
venting postpartum uterine atony 
and in terminating incomplete or in- 
evitable abortion. Possible complica- 
tions are development of tetanic con- 
tractions with disturbance of fetal 
heart rate, elevation of blood pres- 
sure, or rupture of uterus. Yet, these 
complications can be prevented by 
intelligent use of the procedure. 
(G. T. Schneider; New Orleans Med. 
& Surg. J. 4:139, 10-1951). 
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Auricular Fibrillation 

Six cases with chronic auricular 
fibrillation and cardiac failure were 
treated with quinidine and restored 
to normal rhythm. All patients were 
given a test dose of 3 grains of 
quinidine sulfate. If no toxic mani- 
festations occured the patient was 
usually given 3 grains every 4 hours 
day and night. After 24 hours, unless 
normal sinus rhythm occurred or 
unless toxic symptoms appeared, the 
dose was increased to 6 grains every 
4 hours, and the next day 9 grains 
every four hours. After reversion to 
normal rhythm all patients were 
placed on a maintenance dose, on 
the average 6 grains per day. Con- 
traindications are: severe conduction 
defects, bacterial endocarditis and 
and perhaps angina pectoris if re- 
lieved by fibrillation. (M. Bernreiter 
and J. W. Fowler. J. Missouri State 
Med. Ass. 11:906, November 1951). 


Angina Pectoris 

Crystalline Khellin in pure form 
was administered to 18 patients with 
angina pectoris, 2 with spasm of the 
coronary arteries and one with duo- 
denitis. Improvement was observed 
in 12 of the 18 angina pectoris cases. 
Khellin had no influence on the blood 
pressure and no change in the EKG 
was noticed. The action of khellin 
appears to be more prolonged than 
that of amyl nitrite, the dilatory ef- 
fect is limited to the coronary ves- 
sels and while it is rapidly absorbed 
from the gastrointestinal tract, it is 
slowly eliminated from the blood so 
that there may be some accumula- 
tion after prolonged treatment. Dos- 
age: 20 mg. enteric coated tablets 
several times a day; generally the 
daily dose was 60 to 80 mg. (H. L. 
Drezner and S. Horoschak. J. Med. 
Soc. of New Jersey. 48:116,1951). 


Cortisone and ACTH 
Side Effects 


128 cases during short-and long 
term administration: 

1—Metabolic: a) glycosuria, 18; 
peripheral edema, 16; rounding of 
face and body, 12. 2—Cutaneous. 
a)hirsutism, g; b)acne, 8; c)miscel- 
laneous, 6; e)purpuric eruptions, 4; 
f)striae, 2; g)pigmentation of nails, 
1. 3—Menstrual Disorders, 4. 5—Gas- 
trointestinal. a)perforation of duo- 
denal ulcer, 1) constipation, 4; c)ab- 
dominal cramps (ACTH), 2; 6—Psy- 
chic Abnormalties. a)euphoria, 14; 
b)psychotic symptoms, 7; c) insom- 
nia, 4. 7—Cardiovascular. a)transient 
hypertension, 5; b)congestive fail- 
ure, 1; c)coronary insufficiency, 1; 
d)transient hemiplegia, 1; e)peri- 
pheral arterial occlusion, 1; f)throm- 
bophlebitis, 7. 8—Neuropathic, 6. 
Skeletal (Osteoporosis). a)vertebral 
fracture 1; b)fracture, 1. (O. Stein 
brocker; M. E. Ehrlich; M. Silver; 
Wm. Sicher; S. Berkowitz; S. Carp; 
H. Feinstein. Arizona Med. 9:29, Sep- 
tember, 1951) 


Candida Albicans Vaginitis 
Patients show slight, acid, white 
curdlike discharge. In the freshly 
stained smear there are budding 
forms of yeast. The condition occurs 
frequently in pregnancy, and is al 
ways associated with vulvitis. Treat 
ment: the vagina is painted with : 
1% acueous solution of gentian vic 
let, daily. After one week, home 
therapy is begun by nightly applica 
tion of propion gel. Most patients 
will be cured within a month, but 
recurrences are common. If a pa 
tient is sensitive against gentian vio 
let, only propion gel should be used 
Propion gel, however, occasionall} 
caused vaginal and vulvular - burn 
ing. (E. J. de Costa. Rocky Mout 
tain Med. J. 9:670, September, 1951. 
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S0OK REVIEWS 


3ooks of General Interest for the Physician 


Planning of hospitals has been al- 
‘ays in the focus of medical prog- 

»ss. A model book on this vital sub- 
| et! gives information on architec- 

re, equipment, budgetary ques- 
t ons, plants, furniture, and services. 
"aere are chapters on nurses’ resi- 

neces, teaching facilities, labora- 
t ries, convalescent homes, clinics, 
« c. The book is splendidly printed 

th a great number of illustrations. 

A stimulating, yet somewhat self- 
w.lled presentation is Ramon Y Ca- 
jel’s advisory volume on scientific 
investigation.2 The great neuro-an- 
atomist mixes excellent principles 
w:th frequently trite suggestions; 
the nationalistic attitude is quite con- 
spicuous. Ebeling’s extensive expo- 
sition? on sub-tropical insects and 
their pathogenic effect will be of in- 
terest to those physicians who are 
concerned with these problems. A 
very pleasant and revealing reading 
affords Reveno’s Medical Maxim#4 
in which a great number of medical 
subjects are tersely epitomized. An- 
other interesting entomogical book is 
a comprehensive volume on _ the 
housefly5 which, from a medical 
view point, displays all the epidem- 
iological potentialities which have to 
be ascribed to the fly. In the 584 
pages of reading, there is never a 
dull moment. A compendious intro- 
duction in medical statistics is a 
very desirable textbook;& many 
books on this subject do not take into 
account the limited mathematical 
training of the average physician. 
The present book is well adapted to 
the mathematical ken of the prac- 
titioner. A useful work has been pre- 
sented by Wright? in giving an ex- 
pe-ition on both prescriptions writ- 
in; and legal implications. Both 
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parts are very lucidly exhibited. A 
book on ultrasonics will be welcomed 
by many interested in this new field 
which already has been integrated in 
medicine. Vigoureux’s introduction$ 
is of a general kind but gives an 
comprehensible foundation of the 
problems. An inciting book is the 
exposition of ‘“‘the human factor in 
flights beyond the earth’’.® It is a 
medical book combining experi- 
ences, imagination and hypothesis, 
and one only can apply the Italian 
proverb: si no es vero, es buen tro- 
vato. A small volume, just on the 
other side of reasoning, is a logical 
analysis of physiological and psycho- 
logical functions in order to create 
a quantitative common ground for 
qualitatively diverging medical con- 
cepts.19 This is a very commend- 
able and very consistent demonstra- 
tion. And finally a laudable attempt 
at explaining and analyzing medical 
terminology.!11  Forcibly, only a 
small part of medical terms are pre- 
sented. And while generally the med- 
ical vocabulary is well selected and 
the meanings are judiciously pre- 
sented, this reviewer is not always 
in agreement with the derivations 
and definitions. 
1. Hospitals Integrated Design. Second Edi- 
tion. By Isadore Rosenfield. Progressive 
Architecture Library. Reinhceld Publishing 


Corporation, New York, 1950. 389 pages. 
Cloth. $15. 

. Precepts and Counsels On Scientific Inves- 
tigation. By S. Ramon Y Cajal. Pacific 
Press Publishing Association. Mountain 
View, Cal. 1951. 180 pages. Cloth. $9.50. 


. Subtropical Entomology. By Walter Ebe- 
ling. Lithotype Process Company. San 
Francisco, 1950. 747 pages. Cloth. $7.50. 

. Medical Maxims. By William S. Reveno, 
M.D. Charles C. Thomas, Publisher. 
Springfield, Ill. 1951. 197 pages. Cloth. $3.75. 

. The Housefly. Its Natural History, Medical 
Importance and Control. By Luther S. 
West. Comstock Publishing Company, Inc. 
associated with Cornell University Press. 
Ithaca N.Y., 1951, 584 pages. Cloth. $7.50. 
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6. Statistics for Medical Students and Investi- 
gators in the Clinical and Biological Sci- 
ences. By F. J. Moore, F. B. Cramer and 
R. G. Knowles. The Blakiston Company, 
N.Y. 1951. 113 pages. Cloth. $3.25. 

. Prescription Writing and Medical Jurispru- 
dence. By Harold . Wright. Burgess Pub- 
lishing Company. Minneapolis, Minn. 1951. 
Fourth Edition. 114 pages. og % $2.75. 

. Ultrasonics. By P. Vigoureux, Sc. New 


York. John Wiley & Sons. 1951. ” pages. 
Cloth. $4 


9. Space Medicine. ed. By John B. Marbager. 
The University of Dlinois Press at U:- 
bana. 1951. 83 pages. Cloth. $3. (paper, $2°. 


10. Dimensional Analysis for Students of Med'- 
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Books on Laboratory Methods 


Dr. Brown has published the 4th 
edition of his excellent book! on 
technical methods; while the presen- 
tation is essentially directed to the 
technician the lucidity and compre- 


hensiveness of the exposition will be 
of great help and interest to the gen- 
eral practitioner. An enrichment to 
the private medical library is the 
concise enumeration of laboratory 
directions by Armstrong and Carr.2 
All practically essential tests are ex- 
plained and demonstrated in a suc- 
cinct way. A highly important pub- 
lication which may be a sign post 
in the development of microscopy is 
a description on the theory and prac- 
tical application of phase micro- 
scopy® based on the phase contrast 
principles as elaborated by F. Zer- 
nike. Although the book is very tech- 
nical, its practical relevancy can be 
easily anticipated. A volume which 
is less difficult reading, yet which 


is of particular essentiality in mod- 
ern medicine is the intelligble in- 
troduction into the use of sotopes 
in biology and medicine.* The au- 
thor has endeavored with success to 
give ‘“‘a description of a technique 
and the results that have been ob- 
tained’’. This book contains all the 
facts on isotopes which are worth 
knowing in practical medicine at this 
time. 


1. Technical Methods for the Technician 
Fourth Edition. By Anson Le Brown, M.D 
Publ. by the Author. Columbus, Ohio, 1950- 
1951. 784 pages. Leather. $10. 

. Physiological Chemistry. Laboratory Direc- 
tions. By W. D. Armstrong M.D. and 
Charles W. Carr. Ph.D. Burgess Publish- 
ing Company, Minneapolis, Minn. 1951. 141 
pages. Paper. $2.75. , 

. Phase Microscopy. Principles and Applica- 
tions. By Alva H. Bennett; Harold Oster- 
berg; Helen Jupnik; Oscar W. Richards 
New York. John Wiley & Sons, Inc., 1951. 
320 pages. Cloth. $7.50. 

. Labeled Atoms. The Use of Radioactive 
and Stable Isotopes in Biology and Medi- 
cine. By Raymond Blascock, Ph.D. Sigma 
Introduction to Science 18, London, 1951 
227 Pages. Cloth. $1.25. 
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EW PHARMACEUTICAL PRODUCTS 






e¢ -Heparin. Isotonic solution of the sodium salt of heparin. 
Indication: anticoagulant (venous thrombosis, mesenteric thrombosis, 
varicose veins, frostbite, myocardial infarction, etc.) 
Administration: 1 mg. per pound of body weight daily, prophylac- 
tically, 2 mg. therapeutically, every second day. After initiation of 
treatment, adjustment of dose depending on the coagulation time. 
Hed Pharmaceuticals, Inc., New Rochelle, New York. 


djidets. Flavored candy troches containing: dextro-amphetamine phos- 
phate monobasic. Vitamin A, Vitamin D., Vitamin B,, Vitamin B,, 
Vitamin C and niaciamide. 
Indication: obesity; curbs appetite and maintains good health, mainly 
during the early stages of the dietary reduction program. 

Nyeth, Inc., Philadelphia, Pennsylvania. 





rotomin. Vasoconstrictor, recently synthetized as 5-Hydroxytryptamine. 
The synthetic preparation, compared with a natural sample (first iso- 
lated from beef blood), is identical as shown by the resulting infrared 
spectra. 

The Upjohn Company, Kalamazoo, Michigan. 






acillyrium. A new dosage of bacitracin for ophthalmologic use. 
Supplied in the dry state in 10 cc. bottles, providing an isotonic solu- 
tion of bacitracin, 500 units per cc., and cyclomethycaine, 0.05% 
when reconstituted by addition of Ringer’s solution. 

C.S.C. Pharmaceuticals. A Division of Commercial Solvents Corpora- 

tion, New York. 





hysal. Each tablet contains Physostigmine Salicylate 1 mg., Homatropine 
Methylbromide 2 mg. 
Each cc. contains: Physostigmine Salicylate 1 mg., Homatropine 
Methylbromide 2 mg. in a buffered solution of sodium bisulfite 0.1% 
and benzyl alcohol 2%. 
Indications: Muscular spasms due to Rheumatoid arthritis, bursitis, 
spondylitis, fibrositis, traumatic neuromuscular dysfunction; as pal- 
liative in myasthenia gravis; as adjunctive treatment in poliomyelitis. 
The Central Pharmacal Company, Seymour, Indiana. 





tramycin. Vial containing 25 mg. of crystalline terramycin hydrochloride 
and dropper bottle containing 5 cc. of a mixture of 95% propylene 
glycol and 5% benzocaine. The two mix in a clear solution. 
Indication: treatment of external ear infections. 

Chas. Pfizer & Co., Inc., New York. 





tasynplex. Injectable vitamin B complex preparation, containing vitamin 
B 12, thiamine, riboflavin, nicotinamide, calcium pantothenate and pyri- 
da xine. 
Indieations: Deficiency of vitamin B complex: pellagra, beriberi, aribo- 
fi: vinosis and pernicious anemia. 
Wir hrop-Stearns, Inc. New York, N. Y. 


SEND FOR THIS LITERATURE 


Allergies (colds)—new antihistamine 


Dietary deficiencies—daily vitamin 
supply 


Respiratory stimulant—for the new- 
born 


Respiratory infections—penicillin in- 
halation 


Psoriasis—oral drug 


Bronchial asthma—sustained man- 
agement 


Cough—antitussive syrup and tablets 


Sulfonamide — triple sulfa combina- 
tion 


Rheumatic fever—management 
. Antihistamines 


Functional Uterine Bleeding — man- 
agement 


Pain control—saddle block and high- 
er spinal analgesia 


. Whooping cough—relief 


Premature labor — habitual and 
threatened abortion—management 


Congestive heart failure—mercurial 
diuretic 


. Birth control—diaphragm and jelly 


. Sore throat—alkaline germicidal so- 
lution 


. Cough—management 
. Acute bronchitis—treatment 


. Inflammatory glandular swelling— 
topical decongestive treatment 


. Insomnia—gentle sedation 
. Appetite—tonic 


. Functional amenorrhea — manage- 
ment 


. Arthralgia 


Peptic ulcer—demulcent 
Postoperative abdominal diste: 


and urinary retention — preven 
and management 


Hemorrhoids—relief of pain and 
flammation 


Skin affections—therapy 


. Gastric neurosis, pyloris sp 


nausea—management 


. Sedative—without habit formatior 


(bursitis), lumba 
ointment 


Pregnancy test 


Allergies—management 


. Bronchial asthma—prolonged rel 


. Infant feeding—milk-free formu 


allergic reactions 
Infant nutrition—information 


Cough—palatable creosote prep 
tion 


. Eye hygiene—decongestive lotion 
. Headache, neuralgia—pain relief 
. Obesity—dietary management 


. Arthritis—colloidal gold sulfide 


apy 


Trichomoniasis, moniliasis—vai 
suppositories 


Asthma—symptomatic relief 


. Pruritus—management 


. Cardiovascular disorders — ma 


ment 
Blood sugar—12 minute test 
Urinalysis—1 minute test 


Gout, Gouty Arthritis—specific 
apy 
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